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Editorial  
 
Improved prognosis for borderline personality disorder: 
New treatment guidelines outline specific communication strategies that 
work  
 
Brin F S Grenyer BA(Hons), MSc, PhD, Professor of Clinical Psychology, School of 
Psychology, and Illawarra Health and Medical Research Institute, University of 
Wollongong, Wollongong, NSW. grenyer@uow.edu.au 
 
Until recently, borderline personality disorder (BPD) was considered to be a 
chronic ongoing condition with a poor prognosis and no effective treatment. 
However, the tide of research and clinical opinion has turned, and the prognosis 
for this disorder is now considered improved for most patients if one of a 
number of effective evidence-based treatments is implemented.(1) On 15 March 
2013, the National Health and Medical Research Council (NHMRC) issued the 
Clinical practice guideline for the management of borderline personality 
disorder, which outlines best practice.(2)  
 
BPD was first described in 1938 when referring to a recognised group of people 
who were thought to be on the “borderline” between neurosis (depression and 
anxiety) and psychosis (schizophrenia).(3) The term “borderline personality 
disorder” became accepted medical terminology in 1980 with its inclusion in the 
third edition of the American Psychiatric Association’s Diagnostic and statistical 
manual of mental disorders.(2) The prevalence of BPD in the community is 
between 1% and 4%, but at least one-quarter of all mental health presentations 
to emergency departments or inpatient mental health units are people with a 
personality disorder.(4)  
 
People with BPD may try to avoid abandonment by others, and they may have 
intense and unstable relationships, and feelings of insecurity and emptiness. 
They have difficulty with emotional regulation, manifesting as low mood, sudden 
anger, irritability, detachment and impulsivity in activities such as using drugs or 
engaging in risky sexual activity. The illness may include both anxious and labile 
mood, along with occasional more severe components such as transient stress-
related psychotic-like symptoms, including paranoid delusions or hallucinations.  
 
BPD is currently understood to be caused by a combination of biological factors 
(e.g. genetic interpersonal hypersensitivity) and early environmental influences 
(e.g. adverse childhood experiences).(5) It cannot be said that BPD only derives 
from post-traumatic stress.(6) Therefore, in view of current understanding, it is 
not “the person’s fault” or a result of “personal weakness” or “being 
manipulative” - labels that are sometimes prompted by the negative reactions of 
health care workers to people with the condition.  
 
Clinicians are familiar with the problem of young people who self-harm, or who 
present as needy and impulsive, and who have a history of presenting to 
emergency departments in crisis. Managing these people can be a challenge, in 
part because they often have difficulty describing themselves.(7,8) Such people 
can present sometimes as aggressive, entitled and disinhibited, but at other 
times as needy, timid and compliant. It is important to recognise that self-harm 
does not indicate BPD if it is the only presenting problem.  
 
Psychological therapies are the treatment of choice. Over 25 randomised 
controlled trials have now demonstrated the benefits of specific types of 
psychotherapy that are known to be effective, such as dialectical behavioural 
therapy, mentalisation-based therapy, and transference-focused therapy.(3) An 
important factor that is common to all effective therapies is the use of a specific 
form of communication focused on discussing current relationship difficulties 
and methods of problem solving with patients, so that they are able to choose 
healthier relationships and maintain study and work.(9) Clinicians should avoid 
discussing past traumas in the early stages of treatment, as this has rarely been 
found to be helpful and usually worsens patients’ mental health and increases 
their risk of suicidality. Unlike depression, anxiety or schizophrenia, there are 
currently no approved medications that are “on label” indicated for the disorder, 
with Recommendation 11 of the NHMRC guidelines stating that “medicines 
should not be used as primary therapy for BPD, because they have only modest 
and inconsistent effects, and do not change the nature and course of the 
disorder”.(2)  
 
Effective treatments aim to strengthen self-esteem, and use the therapist–patient 
or doctor–patient relationship to provide a “safe place” for the patient to discuss 
alternatives to destructive behaviour and relationship insecurities, with an 
unhurried, step-by-step “here and now” approach to improve daily functioning. 
One of the principles of the NHMRC guidelines is that to be effective, doctors 
should try to “act consistently and thoughtfully ... to make sure the person stays 
involved in finding solutions to their problems, even during a crisis”.(2,10) The 
availability of resources to helpdoctors, patients and their families and carers to 
understandand better respond to the condition is important; the NSW Health 
Project Air Strategy for Personality Disorders (10) (www.projectairstrategy.org) 
referred to in the NHMRC guidelines is an example of such resources being made 
available in one place. People who suffer from the disorder almost always 
experience receiving a diagnosis as helpful, because it allows them and their 
families to understand that this is a recognised disorder and that there are good 
psychotherapies that provide hope.  
 
A major focus of effective treatment is to support families, partners and carers of 
people with BPD.(2) Because of the interpersonal nature of the disorder, families 
often feel burdened by their relative’s condition, and also need to learn effective 
ways to communicate and cope with living with a person with the illness. The 
doctor or therapist can encourage families to stay connected to the person with 
BPD, even though this may be stressful.(10) Doctors and therapists have an 
important role in supporting both patients and families to get the help they need, 
and in providing education about the latest developments in our understanding 
of the disorder. Most of all, doctors and therapists are in a powerful position to 
give hope to those with the diagnosis, and to work to overcome the stigma and 
prejudice surrounding BPD. This is particularly important, as people with the 
condition are now known to respond well to new treatments.  
 
Acknowledgements: I thank Annemaree Bickerton for assistance with the family 
andcarer section. 
Competing interests: I was a member of the guideline development committee 
for the NHMRC Clinical practice guideline for the management of borderline 
personality disorder. I am also Director of the Project Air Strategy for Personality 
Disorders for NSW Health. 
Provenance: Commissioned; externally peer reviewed. 
 
1 Gunderson JG, Stout RL, McGlashan TH, et al. Ten-year course of borderline 
personality disorder: psychopathology and function from the 
CollaborativeLongitudinal Personality Disorders study. Arch Gen Psychiatry 
2011; 68:827-837.  
2 National Health and Medical Research Council. Clinical practice guideline for 
the management of borderline personality disorder. Melbourne: NHMRC,2012. 
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/mh25_borde
rline_personality_guideline.pdf (accessed Apr 2013).  
3 Stern A. Psychoanalytic investigation of and therapy in the borderline group of 
neurosis. Psychoanal Q 1938; 7: 467-489.  
4 Lenzenweger MF, Lane MC, Loranger AW, Kellser RC. DSM-IV personality 
disorders in the National Comorbidity Survey Replication. Biol Psychiatry2007; 
62: 553-564.  
5 Leichsenring F, Leibing E, Kruse J, et al. Borderline personality disorder. Lancet 
2011; 377: 74-84.  
6 Lewis KL, Grenyer BFS. Borderline personality disorder or complex 
posttraumatic stress disorder? An update on the controversy. Harv 
RevPsychiatry 2009; 17: 322-328.  
7 Bourke ME, Grenyer BFS. Psychotherapists’ response to borderline personality 
disorder: a core conflictual relationship theme analysis. Psychother Res 2010; 
20: 680-691.  
8 Carter PE, Grenyer BFS. Expressive language disturbance in borderline 
personality disorder in response to emotional autobiographical stimuli. J Pers 
Disord 2012; 26: 305-321.  
9 Weinberg I, Ronningstam E, Goldblatt MJ, et al. Common factors in empirically 
supported treatments of borderline personality disorder. Curr Psychiatry Rep 
2011; 13: 60-68.  
10 Project Air Strategy for Personality Disorders. Treatment guidelines for 
personality disorders. Wollongong: NSW Health and Illawarra Health and 
Medical Research Institute, 2011. 
http://ihmri.uow.edu.au/content/groups/public/@web/@ihmri/documents/do
c/uow120790.pdf (accessed Apr2013).  
